Introduction
Despite being one of the countries that has enjoyed relative peace for a sufficiently long time, Malawi remains one of the countries in the world with the worst health indicators. The maternal mortality rate for Malawi is very high by any standard. According to the Malawi Demographic and Health Surveys (MDHS), the maternal mortality rate for Malawi almost doubled between 1992 (620 per 100,000 live births) 1 and 2000 (1,120 per 100,000 live births) 2 and only dropped slightly to 984 per 100,000 live births (95% CI There are many factors that affect maternal mortality and one of them is parity, age at marriage, age of the mother and child spacing all of which determine the fertility pattern of a country. Available statistics already show that fertility in Malawi is still high with an estimated total fertility rate (TFR) of 6.0. There are regional differentials in as far as fertility is concerned in Malawi. Fertility rate was higher in the central region (TFR =6.4) and lowest in the northern region (TFR=5.6). The southern region recorded a TFR of 5.8. Use of modern methods of family planning is higher in the central region (30%), followed by the northern region (29%) and southern region (27%). Median age at first birth was consistently lower for the southern region across all age groups with an overall average of 18.7 years for the 20-49 year age group as compared to 19.4 and 19.0 years for the central and northern regions respectively. Median age at marriage for women in the 20-49 year age group was 17.6 for the southern region (17.8 and 18.4 for the northern and central region respectively). The northern region, however, recorded the highest number of months since preceding births (36.5) as compared to southern region (36.4) and central region (34.9) 
Methodology The Population and Family Planning Project
The Population and Family Planning Project was a community based project designed to test the feasibility of implementing a comprehensive district wide community based distribution (CBD) approach to delivery of family planning services. The project aimed to train about 100 Community Based Distribution Agents (CBDAs) and strive to retain at least 80% of them through an incentive package. The project's target was to have an average of 200 clients per each CBDA. CBDAs were counselling clients in their residences on family planning and supplying them with the chosen method or refer them to the nearest clinic if they chose a method which required a nurse/medical doctor/clinical officer such as injectables, norplant or tubal ligation. CBDAs were also providing counselling using and distributing leaflets, flyers and posters which were produced and tested centrally by the PoP/FP Secretariat.
Baseline and Endline surveys
A pre and post test intervention with control group study design was used. To establish benchmarks for project indicators, a baseline survey (pre-test) in the three pilot districts and the three control districts was carried out in 1999. The results of the baseline survey were used to refine the target indicators for the project. The evaluation survey (post-test) was carried out in 2003 to assess changes in the levels of the Pop/FP indicators since the baseline survey of 1999. The baseline and evaluation surveys collected information on (i) contraceptive prevalence rate, (ii) source of contraceptive methods, (iii) approval of family planning; (iv) preferences about further child bearing, (v) contraceptive knowledge, (vi) knowledge of contraceptive courses and (vii) knowledge of means to prevent HIV and AIDS. Data on female education levels, housing characteristics
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Sample design
Both the baseline and the evaluation surveys covered the three pilot districts and three control districts of the project. A systematic sample of 25 census enumeration areas (EAs) was selected in each of the six districts, totalling 150 EAs for the survey: 75 in the control districts and 75 in the pilot districts. The selection of EAs was based on the 1998 national census, with the probability of EA selection being proportional to EA size. A separate household listing operation was not conducted prior to the data collection. Listings were carried out before interviewing in each EA by Health Surveillance Assistants (HSAs), who had been trained as survey interviewers. In a second stage of sampling, a systematic random sample of households was "blindly" drawn from household lists by the supervisors of the interviewers. The sampling interval for the sample draw for each EA was proportional to its size based on the results from the listing. All women aged 15 to 49 in the interviewed households were eligible for the survey. At baseline a total of 1,637 and 1,704 eligible women were interviewed in pilot districts and control districts respectively. During the evaluation survey a total of 1,615 and 1,592 eligible women were interviewed in pilot control districts respectively.
Questionnaires
Two questionnaires were used in each of the surveys, a household questionnaire and a women's questionnaire. Each questionnaire was composed of subsets of questions from the standard Demographic and Health Survey questionnaires plus some questions which captured indicators of special interest to the Pop/FP Project. The household questionnaire included a household schedule and questions on household facilities. The women's questionnaire contained sections on the respondent's background, reproduction, contraception, marriage and sexual activity, fertility preferences and HIV/ AIDS.
Analysis
Data was analysed using SSPP. The fisher exact chi-square was used to test statistical significance in proportions of interest between pilot and control districts at baseline and endline.
Key indicators
The project key performance indicators were to increase the proportion of men and women with a positive attitude toward family planning to 70% and to double the contraceptive prevalence rate of 14% to 28% (14% was national CPR at the start of the project. Malawi had doubled CPR from 7% to 14% in the previous 3 years. That was the basis of the ambition to double it). Process indicators included (i) number of CBD Agents trained to provide a wide range of family planning methods, the number of static family planning clinics with adequate contraceptives, equipment and supplies and the number of family planning Information, Education and Communication message developed and disseminated using a multimedia approach. The households in pilot and control districts had similar characteristics. The age-sex structures of the pilot and control districts was comparable, showing the broad-based pattern that is typical of populations that have been subjected to high fertility for a sufficiently long time. The mean household sizes were 4.8 for pilot and 4.6 for control districts. Female headship was 24.5% in pilot and 24% in control districts. Women reported married or in a consensual union were 76% in pilot and 75% in control districts. Educational levels were also the same. Women reporting formal education in pilot districts were 25% while in control districts it was 26%. Other socio-economic characteristics like possession of a radio, source of drinking water, time to water source and back, sanitation facilities and type of house flooring were also similar (PoP/FP, 2000)
Results
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. Table 1 shows the socio-economic and deographic characteristics of the respondents in control and pilot districts.
Knowledge, Attitudes and Use
At baseline 89%, of respondents in pilot districts could name at least one modern method of contraception compared to 93% in control districts (p<0.0001). This improved to 97% for both pilot and control districts at the end of the project (p>0.05). While there were no differences in approval of family planning in pilot (89.2%) and control (88.6%) (p>0.5) at the beginning of the project, the study found a significant difference in approval of family planning in pilot (95%) and control (92%) (p=0.001) districts by the end of the project. With respect to contraceptive prevalence rate the study observed that at baseline, the CPR (modern methods) for currently married women was 24% for pilot districts and 25% for control districts (p>0.05). This improved to 36% in the pilot districts and to 30% in control districts (p=0.0003) after the intervention. There was a substantial increase in condom use. At baseline 11.6% of women who had sex in the last 12 months reported condom use in pilot districts. This was 10.9% in control districts (p=0.4). This improved to 17% in pilot districts and 11% in control districts (p<0.0001) 
Discussion
This paper has documented the results of the first and only district wide community based distribution of family planning services project in Malawi. While at baseline, approval of family planning was the same in pilot and control districts, at the end of the project, there was a higher approval rating in pilot districts which was statistically significant difference (p=0.001) than in the control districts suggesting that CBDAs are effective in changing FP attitudes. Similar results were obtained for knowledge of modern contraceptive methods, CPR, Condom use, sources of family planning services. It must be observed that af the role of CBDAs as a public supply source increased from 1% to 24% in pilot districts and only from 1% to 2% in control districts. The figure of 24% constituted a quarter of all public supply in pilot districts. The introduction of CBDAs also resulted in an increase of the use of public sources overall which suggests that CBDAs have indeed influenced attitudes towards family planning as well as behaviour change. CBDAs are therefore an important supply source as Malawi repositions its family planning programme.
Conclusion and recommendations
A comprehensive district wide community based distribution (CBD) approach to delivery of family planning services can lead to increased approval of family planning, knowledge of modern methods of contraction, increased CPR and increased condom use at last sex. It may also increase utilization of public sources of family planning. It is recommended that in the absence of adequate facilities to provide family planning services within 5-10km of their residence, CBDAs should be used to provide family planning services district wide. It is also recommended that a cost benefit analysis of using CBDAs should be carried out using cost figures from organisations working with CBDAs such as Banja La Mtsogolo (BLM) and Family Planning Services of Malawi (FPAM).
